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PART II:  PRACTICE SITE CONFIRMATION 
 
Name:  ____________________________________ Date of Birth:  ____________________ 

I authorize my employer, _________________________________________, to provide the information requested by the 
Maryland Higher Education Commission, Office of Student Financial Assistance. 

Candidate’s Signature: ______________________________________________   Date:  _________________ 
 

THIS SECTION TO BE COMPLETED BY YOUR EMPLOYER 
 

Practice Specialty:______________________  Date Employment Began:______________   Annual Salary: ____________ 
 
1. Will the physician work at least 40 hours (full-time) per week, excluding time spent “on call?”   Yes    No  

 If No, please explain:  ____________________________________________________________________________ 

 _______________________________________________________________________________________________ 
 
2. Will the physician provide at least 32 of the 40 normally scheduled office hours per week in an ambulatory setting?  

   Yes    No    If No, please explain: ______________________________________________________________ 

 _______________________________________________________________________________________________ 
 
3. Will the physician’s 40-hour work week be compressed into less than 4 days per week or with shifts of more than 12 

hours in any 24-hour period?  

  Yes     No    If Yes, please explain:  _____________________________________________________________ 

 ____________________________________________________________________________________________ 
 
4. Has/Will the physician spent/spend more than 7 weeks (35 days) away from the practice for holidays, vacation, 

continuing professional education, illness or any other reason during a 52-week time period? 

  Yes     No    If Yes, please explain: _____________________________________________________________ 

 _______________________________________________________________________________________________ 
 

I certify that the information provided above is true and correct.   
 
___________________________________  ___________________________________ 
Printed name of person completing this form  Signature of person completing this form 

Practice Name: ______________________________________________________________________________________ 

Address: ___________________________________________________________________________________________ 

City:________________________ State:____ Zip Code: ____________ Phone:  ___________________ 

E-Mail:  ____________________________________________________________________________________________ 

PLEASE MAIL TO: 

Christina Shaklee 
Workforce Coordinator 

Office of Primary Care Access 
Department of Health and Mental Hygiene ● Health Systems and Infrastructure Administration 

201 West Preston Street, ● Baltimore, MD 21201 
410-767-6523 ● Fax 410-333-7501 
christina.shaklee@maryland.gov  

mailto:evaidya@dhmh.state.md.us

